These findings may not be wholly applicable to the most recent medical cohorts, which are increasingly female. Female physicians have a reputation for being less egotistical and more humanistic, sensitive, and altruistic than their male counterparts (Day, Norcini, Shea, & Benson, 1989) . Female physicians also have reported liking their patients more than male physicians did (Hall et al., 1993) .
Patients may bring prejudices and stereotypes to the medical encounter, just as physicians do. Because male physicians are the traditional norm, patients may equate "professionalism" and expertise with the male characteristics of dominance and task orientation. To the extent that a patient believes a doctor is by definition male or "malelike," the patient may be hypercritical of female doctors regardless of what they do. The role demands of medicine-exerting professional authority, minimizing psychological immediacy, and emphasizing task orientation-are at odds with the "female" role, which implies partnership and affiliation, emotional responsiveness, and a process orientation. Female physicians are caught between two opposing roles with conflicting expectations to "act like a woman" and "act like a doctor." Complicating the role conflicts even more is that, at this time in history, many patients will be considerably older than the female physician, resulting in an even greater challenge for her to appear authoritative.
Research in Doctor-Patient Communication
Typical studies of doctor-patient communication will have ample numbers of male and female patients, but the physician sample is usually small and predominantly male . Therefore, the crucial question of how physician and patient gender both contribute to shaping the process of care is hard to address and is studied infrequently. Predictably, the majority of studies have focused on the effect of patient gender on the care process, with too few female physicians included to do more than generalize broadly to patients' experience with male physicians.
Although there are relatively few direct observational studies that have addressed physician gender issues in doctor-patient communication, it is well documented that visits with male and female physicians differ in terms of time spent with patients. Nationwide data from the National Ambulatory Medical Care Survey (NAMCS), reflecting office-based visits, showed that female physicians spent more time on average with patients than did male physicians (23.5 vs. 18.7 min, respectively; Cypress, 1980) . Moreover, female physicians spent more time with female compared with male patients, whereas male physicians showed a n opposite trend, resulting in as much as a 6-min differential in visit length. Female physicians in the NAMCS also reported providing psychotherapy or therapeutic listening to their primary care patients more oRen than did male physicians. Particularly for female physicians in practice for several years and those over the age of 35, the rate of therapeutic listening was more than double that for male physicians of the same age (Cypress, 1980) . Similar but much more detailed results were reported by Bensing, Van den Brink-Muinen, and de Bakker (1993) in a Dutch study of gender differences in general practitioners' care of patients with psychosocial problems. Analysis was based on 161 physicians keeping detailed report logs on all patients seen over a 3-month period. The investigators found that female physicians spent more time with their patients, engaged in more counseling and listening, were less likely to write prescriptions, and were less interventionist in their recommendations. The authors concluded that female physicians were more caring than curing, more passively guiding than actively intervening, and more open to discussing the psychosocial context of the patient's health problems than were male physicians.
Because office logs are based on recall and self-report rather than observation, one does not know how visits with male and female physicians might differ with regard to the communication content or process. Such insight is provided by direct observation studies. Analysis of verbal content has revealed that the visits with female doctors are more positive, more attentive and nondirective (Meeuwesen, Schaap, & Van Der Staak, 1991) , more likely to involve the expression of feelings, and more likely to include empathy (Scully, 1980 ; Wasserman, Inui, B a m a t u r a , Carter, & Lippincott, 1984). I n a similar vein, Shapiro (1990) found that the female residents were judged significantly higher than male residents on a range of psychosocially pertinent communication skills, including awareness of nonverbal cues, discussing the impact of the disease on patient and family, eliciting the patient's rationale for the visit, and avoiding criticism.
Male and female physicians also may differ in how they convey instructions to patients. West (1993) found that male physicians were more likely to speak in a n authoritative manner, using explicit commands when giving instructions to patients, than female physicians. By contrast, female physicians were more likely to cast their instructions and directives as proposals, engaging the patient in a more balanced partnership than would the male physicians. Meeuwesen et al. (1991) also noted that male general practitioners were more directive and informative than female general practitioners.
Limiting their sample to new patients, and randomly assigning patients without a stated preference for a particular physician to male and female residents, Bertakis, Helms, Callahan, Azari, and Robbins (1995) added several new insights into the understanding of gender dynamics. Unlike other studies, little difference was found in length of visit by physician gender. The authors suggested that when patient gender and health status are controlled, both male and female physicians spend equivalent amounts of time in their first medical visits with patients. Despite little difference in time of visit, several areas of communication differed. Female physicians spent a greater proportion of the visit on preventive services and in discussion of family information than their male colleagues, whereas male physicians devoted more of the visit to history taking.
PATIENT-PHYSICIAN COMMUNICATION
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Studies of Physician Gender
We have conducted two observational studies of physician gender differences in communication during medical encounters. The first study was a multisite national study of communication dynamics (Roter, Lipkin, & Korsgaard, 1991) . A total of 537 medical visits were audiotaped for the study, 104 visits with the study's 26 female physicians and 423 visits with the study's 101 male physicians.
The audiotapes were content coded by trained coders using the Roter Interaction Analysis System (RIAS). This system codes each statement or complete thought expressed during the visit, by either patient or physician, into mutually exclusive and exhaustive categories !Roter & Hall, 1989) . For summary purposes, the content categories can be combined into larger categories that share common meaning across studies. There are 12 physician and 8 patient categories of this type, and each category was calculated separately for the history, examination, and concluding segments of the visits. The categories included in this analysis are shown in Table 1 .
The findings of the study were consistent with those of the NAMCS as well as several other observational studies (Bensing et al., 1993; Blanchard et al., 1983; Gray, 1982; Meeuwesen et al., 1991) in showing that female physicians spent several minutes more with their patients, especially female patients, than did their male colleagues. Much of the difference in length of visit could be attributed to talk during the history-taking segment of the visit, in which female physicians talked about 40% more than male physicians. However, they certainly did not do all the talking. When with female physicians, both male and female patients talked about 58% more than when with male physicians. The patient's gender affected physicians' talk: Both male and female doctors talked more (about 15%) to male than to female patients. However, patient gender did not affect the patient's own talk patterns much.
Not only did female physicians talk more, but their talk also fell into particular categories of interaction. Female physicians engaged in significantly more positive talk, partnership building, question asking, and information giving, both biomedical and psychosocial. Patients, both male and female, engaged in significantly more positive talk and more partnership talk and were more likely to ask questions, give substantially more biomedical information, and engage in almost twice as much psychosocial talk when with female rather than male physicians. Roter et al. (1991) also found that the ratio of physician-to-patient talk differed, with female physicians tending to have more even exchanges (an average ratio of 1.28: 1) than male physicians (an average ratio of 1.38:l). This effect was especially evident when female doctors were with female patients (an average ratio of 1.23:1), in contrast to male physicians with male patients (an average ratio of 1.41:l).
It was striking that the differences evident in the content of the visit were most marked during the history-taking segment. These differences may indicate that female physicians were more attuned to early-visit negotiation and more patient centered in their interviewing styles than male physicians. The large differences in patient talk with female physicians, particularly the high frequency of psychosocial talk and partnership building, also suggest that these visits were more patient centered and mutually participatory for both male and female patients. In the second study, both nonverbal and verbal communication were examined using videotape analysis (Hall, Irish, Roter, Ehrlich, & Miller, 1994a) . In this study, a sample of 25 male and 25 female physicians were each videotaped with a male and female patient during routine outpatient visits (N = 100). The sample included physicians at all levels of experience (first-through third-year residents, fellows, junior, and senior staff ).
Assessment of verbal communication included the same RIAS categories mentioned earlier and a separate measure of active listening and facilitation (backchannel usage; i.e., uh-huh, yeah, go on, okay, right). The use of technical jargon also was assessed. Nonverbal behaviors were coded or rated for smiles, nods, and voice quality. Voice quality was rated by groups of judges after listening to short excerpts of audiotape that had been electronically filtered to mask the verbal content but to preserve the qualities of speech that convey affect (Rosenthal, Hall, DiMatteo, Rogers, & Archer, 1979) .
Again, visits with female physicians were different from those with male physicians: Visits to female physicians were more talkative for both the physician (by 24%) and patient (by 40%). Female physicians engaged in more positive talk, partnership statements, and questions, both biomedical and psychosocial. Patients of female physicians expressed more partnership statements and gave more medical information to their doctors. Hall et al. (1994a) found that female physicians were much more likely to "listen actively" by giving facilitating backchannel cues to the patient.
Inspection of the physician-to-patient talk ratios found the same pattern as in the first study (Roter et al., 1991) , but there were even more dramatic differences between male and female doctors. The talk ratio indicated an almost even distribution of speech between female physicians and their patients (an average ratio of l . l O : l , with the lowest ratios evident with female patients, 1.04: l ) , whereas less even distributions were evident in visits of male physicians (an average ratio of 1.23:1, with the highest ratios in visits with male patients, 1.27:l). The nonverbal exchanges also demonstrated a significantly different pattern for male and female physicians. Female physicians smiled and nodded more than male physicians and created a more responsive and positive atmosphere during the visit. Voice tone also differed, but not in the way one might expect based on the verbal analysis. Female doctors were judged as sounding more anxious and interested throughout the visit and less friendly late in the visit. Thus, female physicians' voice tone seems to convey more negativity, relative to male physicians, than their verbal exchanges and body language indicate. This was especially evident when female doctors were with male patients.
The seeming discrepancy between voice tone and verbal and body cues is similar to findings in the earliest filtered speech study (Hall et al., 1981) . Hall et al. found that medical visits in which the physician was judged as having a n angry and anxious voice tone, combined with positive words, was associated with greater patient satisfaction and appointment keeping. The combination may be interpreted as conveying simultaneous warmth, professionalism, and concern-a message of "I'm on your side, I'm competent to take care of you, and I take your problems very seriously."
Patient Gender
In contrast to a strong pattern of findings evident in the studies of physician gender, patient effects appear to be less strong and less consistent. Waitzkin (1985) found that female compared with male patients were given more information and that the information was given in a more comprehensible manner ke., technical explanations also were clarified or reworded in simpler language; Waitzkin, 1985) . In a n analysis of the same data set, it was demonstrated that the greater information directed at women was largely in response to women's tendency to ask more questions in general and to ask more questions after the doctor's explanation (Wallen, Waitzkin, & Stoeckle, 1979) . Highly similar findings emerged in an English study of general consultations (Pendleton & Bochner, 1980) . Several other investigators have reported that female patients receive more positive talk and more attempts to include them in discussion than male patients. Stewart's (1983) analysis of approximately 140 audiotapes of primary care practice indicated that physicians were more likely to express positive "tension release" (laughter mainly) with female patients and also were more inclined to ask them about their opinions or feelings. Female patients were more likely to express tension and ask for help than were male patients, but male patients appeared to be more likely to take the initiative by being more assertive in presenting suggestions and opinions and more negative in presenting disagreements and antagonisms.
A direct observational study of approximately 150 patient visits similarly showed that female patients had more positive experiences with their physicians than did male patients (Hooper, Comstock, Goodwin, & Goodwin, 1982) . Information giving was significantly higher, and there was greater use of empathy with female than male patients. Physicians also were less likely to interrupt the visit by leaving the room when with female than male, patients. In a similar vein, Meeuwesen et al. (1991) found in a Dutch patient sample that women were more likely to be affectively engaged with their physician, both agreeing and disagreeing more than male patients.
In the two studies designed to explore patient and physician gender effects on communication, described earlier, it was found that patient gender effects were dwarfed by the much greater magnitude and frequency of physician effects (Hall et al., 1994a; Roter et al., 1991) . The patient gender effects that were found were largely for socioemotional variables, whether verbal (as reflected in content coding) or nonverbal (as in the filtered speech analysis).
A separate study conducted with 69 primary care physicians and more than 600 patients in community practices in the greater Baltimore metropolitan area indicated that women sent and received more verbal statements related to emotional concerns, more positive talk, and more disagreements . Female patients used a more interested and more anxious voice tone, as reflected in filtered speech. Women also expressed a greater preference for a feeling-oriented physician on the postvisit questionnaire. Moreover, the physicians (more than 90% of whom were male) were less aware of the satisfaction level of female than male patients. Because male patients' satisfaction was more clearly revealed through their verbal and nonverbal behavior than was female patients' satisfaction, physicians' reduced sensitivity to the satisfaction of women could have been due partly to a failure of the women to clearly communicate their satisfaction.
Inspection of Table 1 suggests that findings relating communication to gender in the affective domain are more often reported and more consistent than those in the technical or task domain, although clearly both types of effects are evident. On the whole, we would agree with Hooper et al. (1982) in concluding that communication differences attributable to gender are certainly present in medical encounters and that these differences may be to the advantage of female patients. Female patients appear to have a more positive experience than is typical for male patients.
Summary of Patient Outcomes Related to Communication
A meta-analysis of 41 videotape or audiotape studies of medical visits showed consistent relationships between patient outcomes and physicians' interviewing skills Roter et al. 1988) . In this analysis, three dimensions of patient-centered communication-informativeness, interpersonal rapport, and partnership building-were consistently associated with patient satisfaction, recall of medical information, compliance, and health outcomes. All three of these dimensions are characteristic of female medical exchanges, suggesting that the patients of female rather than male physicians are more likely to reap these benefits as a result of their medical visit.
Conclusion
In integrating our findings, we suggest several conclusions about gender and patient-physician communication. First, female physicians conduct medical visits differently than male physicians, especially during the history-taking segment. The opening of the interview has been identified as a critical time for negotiation regarding which problems and concerns are important and will be included in the visit's agenda (Beckman & Fran-kel, 1984) . This negotiation process addresses several key tasks, as identified by Frankel and Beckman (19891, including defining the patient's specific concerns, understanding the concerns in the patient's life context, developing rapport, creating a therapeutic alliance, and using time efficiently. All these tasks, as well as the specific aspects of communication characteristic of female physicians, may be seen as being consistent with a type of interviewing that best facilitates use of the biopsychosocial model (Morgan & Engel, 1969) and reflects patient-centered interviewing (Stewart et al., 1995) .
Second, patients (both male and female) talk more, and appear to participate more actively, in the medical dialogue when with a female physician. Thus, patients appear to take advantage of the opportunity afforded by female doctors to truly engage in the medical dialogue by fully telling their story-Relatedly, status-equalizing behaviors are evident in female physicians' visits with both their male and female patients. It was found that female physicians downplay their professional status in two ways: They use more partnership talk and they are less likely to dominate the visit verbally, as evidenced by a more equal doctor-to-patient talk ratio. Weisman and Teitelbaum (1989) suggested that status congruence would enhance mutual participation in the medical visit and that same-gender encounters would evidence the highest status congruence. We think that they were partially right. Mutual participation in medical visits is enhanced when status congruence is greatest, but congruence is not dependent on participants being of the same gender. Rather, congruence is highest when the gap between professional and lay status is narrowed, as reflected in the female physicians' visits.
Barsky (1981) noted that although psychosocial issues are important concerns for patients in primary care, patients' reluctance to voice these problems early in the visit (or at all) creates a "hidden agenda" of patient concerns, This suggests that there may be less hiding or delay of psychosocial concerns when patients are with female physicians.
Third, the few findings attributed to main effects of patient gender were outweighed by the many effects of physician gender. Female patients appear to be more emotionally engaged in the visits than their male counterparts: They are more positive and sometimes more negative, they disclose more emotional concerns, and they receive more empathy and reassurance. They are also likely to ask more questions and receive more information than male patients.
Fourth, there is a suggestion that female patients especially benefit from exchanges with female physicians because of longer and more affectively positive visits. Hall et al. (1994a) found that positive statements, nodding, and verbal facilitators were most frequent in female-female combination. Moreover, the ratio of physician-to-patient talk reflected the most equal distribution of talk in the female-female dyads. It seems that in the female-female cell, there was a special priority given to eliciting and hearing the patient's story. Heightened patient disclosure in this cell is consistent with findings from the self-disclosure literature (Aries, 1987; Dindia & Allen, 1992 ) and anecdotal observations by female physicians concerning their tendency to share personal experience with patients (especially female patients) and have these reciprocated (Candib, 1987) . These visits were longer than others by several minutes.
Fifth, female physicians have a particularly complex pattern of communication with male patients.
In the Hall et al. (1994a) study, it seemed that visits of female physicians with male patients were psychologically demanding for both participants. During these visits physicians smiled the most and used the most negative voice tone. Negative voice tone, we believe, conveys seriousness and conscientiousness, and in this case may reflect a special attempt to convey a professional demeanor. It also is possible that discrepant communication could signify role strains felt by female physicians (particularly when faced with male patients who were often considerably older than themselves), producing anxious discomfort and leading to negative cues in the voice as well as high levels of anxious smiling (Hall & Halberstadt, 1986) .
Sixth, more needs to be learned about the relation of physician and patient gender to satisfaction. Research suggests that although patients clearly value communication behaviors more common with female physicians and reflecting patient centeredness (Hall et al., 19SS) , patient satisfaction is often no greater with female than with male physicians, and it is sometimes significantly worse (Hall, Irish, Roter, Ehrlich, & Miller 1994b) . Indeed, it was found that patients showed markedly lower satisfaction ratings when with younger female physicians. Perhaps shedding some light on this finding, Fennema, Meyer, and Owen (1990) concluded that patients with a preference for a male physician regarded humaneness as a male physician trait, whereas patients preferring a female physician saw humaneness as a female physician trait. Preference often was based on one's own gender.
Several factors may be involved in reaching an understanding of the satisfaction findings, including prejudice, unmeasured communication differences, differences in technical quality, and unfulfilled expectations on the part of patients.
In conclusion, the results presented throughout this chapter do not imply that all female physicians are good communicators, or better than male physicians, or that there are not many excellent male communicators. A clear and practical implication of these findings is in terms of the need for physician training and curriculum development in the area of communication for all physicians, those in training as well as in practice. It has been found that practicing physicians can be effectively trained to use more patient-centered skills and, once trained, that these skills are evident in their routine practice (Levinson & Roter, 1993; Roter et al., 1995) .
Many have argued that medicine is in transition. The traditional biomedical model is giving way to a more patient-centered, biopsychosocial model. With growing numbers of women in the medical workforce and in leadership positions in academic medicine, it is reasonable to predict that the coming transformation in medicine will carry a female signature.
